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Claim Forms

Paper Claim Forms
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rofessional Claim: CMS 1500




(1500 |
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORNM CLADA COMMITTEE 08085
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a OTHER INSURE DS POLICY OR GROUP NUMBER a8 EMPLOYMENT? (Currant or Prewvious) & INSURED'S DATE OF B2RTH SEX g
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Basic Requirements
« Client name
* Client ID (field 10d)

Conditional Fields MONTANA
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READ BACK OF FORM BEFORE COMPLEYTING & SIGNING THIS FORM. 13 INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authon2e
12 PATIENT'S OF AUTHORIZED PERSON'S SIGNATURE | authion2e th reloase of iy méedosl of 0w irfoematon neoessary DEYMENL 0! Mool LeNeNts 1 the UNGersgNed DIYSCan Of speber 10!
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I BN 1 ] 1
i PREGNANCY(LMP) | . | o] H o I
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. L o T T ITNrTTT"TT“"TrTTT"TS—SQ|T]TT——s -4 A ' L, l l b' ' I!’"
170 | NP FROM | | 10 | |
A | 1 i
19 RESERVED FOR LOCAL USE 20 OUTSIDE LAB? § CHARGES
D YES D NO l l
21 DIAGNOSIS OR RATURE OF ILLNESS OR INJURY (Retote omms 1. 2, 3 01 4 10 Mteen 24E by Line) 2 M{E;M,‘A){lGESIJSN:S.S:ON
:I, COLE ORIGINAL REF NO
) IEE—— T —
23 PRIOR AUTHORIZATION NUMBER
- Ry S Y S —

Basic Requirements
« |CD-9 codes
Conditional Fields

« Referring NPI

* Passport
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Fot M OMBL e b y 3 |
DD D ‘ES D!;Q $ |L $ i s |l
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INCLUDING DEGREES OR CREDENTIALS
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POLLY 10 s Ui and are Made 2 parn ered! )
SIGNED DATE ’ ]b > lb Y
NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

Basic Requirements
 Date of service
 Place of service

* Procedure codes

. . . MONTANA
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« Usual and customary charges
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UCC Instruction Manual avaslable at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

Basic Requirements
* Units
* Rendering Provider NPIl/Taxonomy

« Authorized signature and date
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« Total charges n
(field 33a) and Taxonomy (field33b) .
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CMS 1500 Proposed Changes
 Field 8 reserved for NUCC use
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READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authonze
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China GODE ORIGINAL REF. HO
Al B | ) I o | I
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CMS 1500 Proposed Changes
* Diagnosis fields increased to 12

e Hold up to 7 characters
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RABA i ¥ 1 M [#] 0] Y |SERVICE | EMG CPTHCPCS 1 MODIFIER POINTER 3 CHARGES UNITS Pan | Guel PROVIDER 1D # 'i
=
! 1 I ! | I ! | I 1 B b o
L [ |1 b P | [ ¢
2
I 1 I I | I I | I 1 it e =
1 o
L L [ N N K
| ] I ! I | | i s e S T a
. o
L L | [ | P | [ ne 8
o
1 1 1 1 | | 1 o (ny
i i i i | I i i i I i I I HPI C
1 1 L 1 L 1 1 L =
=]
v L | |1 | - Hoh REEEEEEEEE TS 3
1 1 1 1 ! 1 1 H I I HFI 7
-
| 1 I I I I i i R T I
| P A L | [ ne o
25, FEDERAL TAX 1.D. HUMBER SSM EIN 26 PATIENT'S AGCOLNT NG 27 ACCEPTASSIGNMENT? |28 TOTAL GHARGE 2% AMOUNT PAID 20. Rawvd for NUCGC Use
7 1 I
00 Ce e | . |
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.0 PLEASE PRINTOR TYPE OMB APPEOVAL PENDING

CMS 1500 Proposed Changes
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Institutional Claim: UB-04
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CNTLS
b MED
FEC
—_— SIATEMENT COVERS PEROD
5 9ED TAX NO Ir ,Ezlz“ PRGN
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t] fol  fo [¢]
— -
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. ' .
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Basic Requirements

* Provider’s physical address

« Type of bill

 From and through dates of service

* Client name

« Client status (box 17) P—

Conditional Information np““s

« Passport number/Exemption ety




BED 4 WVALLE CODES
cooe AMOUNY
a
b
c
d
4 v OO 4 Cf SORPTION A4 MOPCS, [ RATE 1 14Pes CO0E MO OOVERED OWACES “
LJ
.
1
= PAGE OF CREATION DATE w

Basic Requirements
 Revenue codes
« CPT-4/HCPCS codes

 Service Units
MONTANA
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99 PAYER NAME £3 HEALTH PLAN IO ] _;_‘{sa PRICH PAYMENTS EST AMOUNT DUE “ e I
Al B = D
- OTHER -
< PR/ O <

59 INSURED™S NAME SHPFEL] 60 WSLFED'S UNOUE O 61 GROLP NAME A2 INSURANCE GROLP RO

€3 TREATMENT AUTHORIZATION COOES €4 DOTINENT CONTROL NUMBER @ EMPLOVER NANE

ﬁ
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Basic Requirements
 Payer name
« Pay-to NPI (form locator 56)
« Client Name
 Client ID
_ _ _ MONTANA
* Primary diagnosis I]P"“s
« Attending provider NPI and Taxonomy

Healthy Pe Hezlth} Commupnities
t of Public Health & Human Serv




UB-04

Conditional information

Admission (inpatient)

Condition codes

NDC

Service dates

Treatment authorization

Admitting diagnosis (inpatient) EMG
Unlabeled (73) cost share indicator
ICD-9 (inpatient only)

Operating and other provider

le. Healthy Comm

b

unities.




Dental Claim
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Dental

Basic Requirements

« 2006 ADA form

« Complete the form in full
 Instructions can be found at

e http://www.ada.org
Conditional Requirements

« Other coverage

 QOrthodontics MONTANA
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http://www.ada.org/sections/professionalResources/pdfs/ada_dental_claim_form_completion_instructions_2012.pdf
http://www.ada.org/sections/professionalResources/pdfs/ada_dental_claim_form_completion_instructions_2012.pdf

Electronic Claims

Ways to submit claims

« Practice management software
 Billing agent

« Clearinghouse
 WINASAP5010 software

MONTANA
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Electronic Billing Processing

Upload electronic claims
HIPAA 5010 format
Screened for Montana specific edits

Accepted, Rejected, or Errored out
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Common Questions

 Where do | find Montana specific electronic billing
information?

 What is X12?
 What is the payer ID?

 When do claims cycle?

MONTANA

 Where is my EOB? np““s

. Hec Iti)C




WINASAPS010

* Free software developed by Xerox
« Support offered by Xerox EDI: 800-624-3958
« Submit all claim types

 |nstitutional

* Professional
* Nursing Home
« Dental

MONTANA
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Common WINASAP Questions

* Does Xerox keep a backup of my WINASAP files?
« Will WINASAP work with Microsoft Windows 87
« Was my electronic file received?

« Why do the same claims keep processing?

MONTANA
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Remittance Advice

Available every Tuesday
« Web portal

« www.mtmedicaid.org

« Available 90 days

e Save or print option
« 835 transaction

 ANSI X12 format
* Practice Management software conversion
« Offered via clearinghouse

MONTANA

Hea y‘f

. Hea II)C



http://www.mtmedicaid.org/

Remittance Advice

Tips

* Visit the EOB R&R crosswalk

« Work all denials before resubmitting

* Do not post payments in a credit balance

Do not resubmit claims in a Pended status

MONTANA

0Pl

. Hea Ii)C




Remittance Advice

1234567 Data, Test 07012011 07012011 1.000 %%221 204.00 96.66
ICN 21122000000000000 PATIENT NUMBER=10000

0000111111 Fred T Flinstone M D

07022011 07022011 1.000 5%514 1%00.00 0.00 B22 B13 ME6 B15 MEOD
07032011 07032011 1.000 %%231 53.00 0.00 B22
07042011 07042011 1.000 %%238 154.00 0.00 B22

*%%*THE FOLLOWING IS5 A DESCRIPTION OF THE REASON/REMARK CODES THAT APPEAR ABOVE #kkdx

B13 PEEVIOUSLY PAID. PAYMENT FOR THIS CLATIM/SERVICE MAY HAVE BEEN PROVIDED
IN A PREVIOUS PAYMENT.

B15 PAYMENT ADJUSTED BECAUSE THIS PROCEDURE/SERVICE IS NOT PAID
SEPABATELY.

B2z THIS PAYMENT IS ADJUSTED EBASED ON THE DIAGNOSIS.

MAD4 SECONDARY PAYMENT CANNOT BE CONSIDERED WITHOQUT THE IDENTITY OF OR
PAYMENT INFOEMATION FEOM THE PRIMARY PAYEER. THE INFOBMATION WAS EITHER
NOT EEPORTED OR WAS ILLEGIELE.

M&0 NOT COVERED WHEN PERFORMED DURINCG THE SAME SESSION/DATE AS A
PREVIOUSLY PROCESSED SEBRVICE FOR THE PATIENT.

ME6 SEEVICE DENIED BECAUSE PAYMENT ALREADY MADE FOR SAME/SIMILAR PROCEDURE
WITHIN SET TIME FRAME.

NZ286 MISSING/INCOMPLETE/INVALID REFERRING PROVIDER PRIMARY IDENTIFIER.

107 CLAIM/SERVICE DENIED BECAUSE THE RELATED OR QUALIFYING CLAIM/SERVICE
WAS NOT PREVIOUSLY PAID OR IDENTIFIED ON THIS CLAIM

133 THE DISPOSITION OF THIS CLAIM/SERVICE IS PENDING FURTHER REVIEW.

15 THE AUTHORIZATION NUMBER IS5 MISSING, INVALID, OR DOES NOT AFPLY TO THE
BILLED SEEVICES OR PROVIDER.

18 DUPLICATE CLAIM/SERVICE.

22 THIS CARE MAY BE COVEEED BY ANOTHER PAYER PER COORDINATION OF BENEFITS.

g THE DIAGNOSIS IS INCONSISTENT WITH THE PATIENT'S AGE.
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ICD-10

 What is the ICD-10 implementation date?

« Where do | find information about ICD-107?

MONTANA
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Contact Information

Denise Juvik Field Representative
Phone 406-457-9598

Denise.juvik@xerox.com

Danielle Wood Field Representative
Phone 406-457-9553

Danielle.wood@xerox.com
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Questions?
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